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G000 INITIAL COMMENTS

This Statement of Ceficiencies was generated as
a result of the Medicare re-certification survey
under 42 CFR Part 484 - Home Health Services,
conducted at your agency from March 25, 2008
through March 31, 2009

The active census on the first day of the survey
was 56.

Fifteen clinical records were reviewed, including
four closed records

Fwve home visits were conducted,

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or olher claims for relief that may be
available to any party under applicable federal,
state, or locat laws.

The following reguiatory deficiencies were
wdentified,

484 14{g) CODRDINATION OF PATIENT
SERVICES

G 143

All personnel flurishing services maintain liaison
to ensure that their efferts are cocrdinated
effectively and suppon the chjectives outlined in
the plan of care,

This STANDARD is not met as evidenced by
Based on clinical record review and decument
review, the facility faied 1o ensure all persons
furnishing services maintained ligison in grder to
effectively ceardinate and support the objectives
outlined in the plan of care for 10 of 15 patients
(#1.2.3,5,7.8 9,12 14, 15).
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G 143 A, The Agency will immediately improve the liaison between

disciplires in onder fo improve coordination of care to
effectively support the plan of care. Disciplines verbally
communicate with each other every two (2) weeks and as
needed (i.e. change in plan of care}. Coordination with the
physician i communicated when any changes in the
patient's status occurs. Al disciplines document this
communication in the visit notes in the coordination of care
areabox on the clinical noles. Also, each discipline
completes a written Case Conference form every two (2}
weeks and as necessary. This is submitted to the Clinical
Direclor/QA staff. in addition, coordination of the patient’s
discharge is communicated fo the appropriate disciphnes on
the final visit as evidenced by documentation on the final
visit note,

Patients 1,2,5,8,12,14 and 16 have already been
discharged. Patients 3, 7, & 9 and all cument & future
patients will benefit from the improved coordination of care
provided by this plan of comection.
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G 143 Continued Frompage 1
Findings include:

Patient #1

The start of care for Patient #1 was 6/20f03.
Diagnoseas included hypeartension, congestive
head faillure and non-insulin-dependent diabetes
mellitus,

A skilled nurse (SN) saw Patient #1 a tetal of 1
times, A physical therapist (PT) saw the patient
14 times,

On 7/6/08. the SN documented Patient #1 was
“non-compliant - does not use walker at all times
has unsteady gait”

in the lower left hand corner of the Skilled Nursing
Visit Notes {SNVN), was an area for the SN {o
indicate care coordination had occurred with the
physician, PT. cccupational therapist (OT),
speech therapist (ST} and/or social services (SS)

On all SNVNs for Patient #3, the area in the lower
left hand corner lacked any decumentation
indicating SN had coordinated care with PT
regarding (non-compliance of palient regarding
walker use).

On 8/1/08, the PT wrote, "... see DIC (discharge)”
[ust above the signature ine of the revisit note far
Patent #1.

Two lines above "... see DIC”, there was an area
to document coordination with the physician, SN,
OT andfor other. The clinical record lacked
documentation indicating PT had notified SN
regarding Patient #1's discharge.

B Yhe Agency will ensure compliance for ail patients
G 143 through QA monitoring of concurrent documentation of
liaison/coordination between all disciplines fumishing
sarvices, as well as the physician. In addition, tracking of
all writien case conference forms will be completed by
the Clinical Director.

C1.  The Agency has scheduled a mandalory in-sefvice oh
May 8, 2009 for all disciplines on care
coordination/liaison and documeniation of the
coordination. The in-service was presentad by the -
Clinical Director (See Agenda - Attachment A). Thisin~
service instrucled disciplines on
communication/coordination of care with each other
avery twao (2) weeks and as needed, as well as with the
physician, and documentation of this communication will
be evident in the clinical notes. Instruction on written
case conference forms was included. The Agency plans
to present the same mandatory in-service during the
week of May 11-15, 2009, with attendance by all
disciplines documented.

Cc2. The QA staff will be instructed on menitoring documentation
of this communication.

c3. A telephone directory of disciplines will be provided to all
disciplines and the disciplines will be informed at the start of
care, and as the plan of care changes, of the names of
other disciplines involved. The disciplines will be direcled fo
the physician's phone number on the Plan of Care.

D. Monitoring the comective action will be accomplished by
tracking of written case conference forms by the Clinical
Director. In addition the QA staff will monitor the
documeniation of verbal communication between
disciplines, and with physicians on the clinical notes and
intervene as necessary.

E. The Clinical Director wilt be responsible for monitoring
complance of this corrective action. The QA staff will assist
and repori to the clinical director in monitering the
documentation. In addition, the Clinical Director/QA staff
will report monthly to the Pl committee in regards to the
Agency’s compliance with this comrective aclion.

F. Date of completion: June 19, 2009
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G 143 | Continued From page 2
Patient #2

The start of care for Patient #2 was 11/11/08.
Diagnoses included long term current use of

disease (COPD).

Patient #2 was seen by SN nine times. The
patient was seen by PT twice.

On 12/11/08, PT discharged Patient #2. The
clinical record lacked documentation indicating
PT advised SN of the discharge.

Patient #3

The start of care for Patient #3 was 3/20/09.
Diagnoses included paralysis agitans
{Parkinson's disease) and difficulty walking.

After the start of care by SN, PT evaluated

on 3/25/09.

coordinate care for Patient #3.
Patient #5

The start of care for Patient #5 was 12/13/08.
Diagnoses included congestive heart failure
(CHF), hypertension, difficulty walking and
bladder incontinence.

only. The clinical record lacked documentation
indicating SN was notified that PT would not be

anticoagulants, deep vein thrombosis (DVT) site
not specified and chronic pulmonary obstructive

Patient #3 on 3/24/09. OT evaluated the patient

The clinical record lacked documentation PT and
OT communicated with each other and the SN to

On 12/16/08, PT saw Patient #5 for an evaluation

G143
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G 143 | Continued From page 3
seeing the patient for additional visits.

discharge summary lacked documentation

Patient #7

The start of care for Patient #7 was 12/18/08.
Diagnoses included hypertension, congestive

muscle weakness and difficuity walking.

on 3/11/09. The clinical record lacked

had been notified of the discharge.

Patient #8

The start of care for Patient #8 was 11/12/08.
a history of falls.

1/22/09. The clinical record lacked
documentation indicating OT had notified the
physician and SN of the discharge.

OT saw Patient #8 twice and discharged the

the discharge.
Patient #9

The start of care for Patient #3 was 2/21/09.
Diagnoses included pressure ulcer, coronary

The occupational therapist (OT) saw Patient #5
six times. The final OT revisit note and the OT

indicating SN was notified of the OT discharge.

heart failure, insulin-dependent diabetes mellitus,

PT saw Patient #7 for seven visits and discharged

documentation indicating the physician and SN

Diagnoses included arthritis, difficulty walking and

PT saw Patient #8 for 18 visits and discharged on

patient on 12/31/08. The clinical record lacked
documentation indicating OT had notified SN of

G 143
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artery disease and asthma.

(date unknown). The clinical record lacked
OT were notified of the patient's status.
Patient #12

The start of care for Patient #12 was 1/19/09.

difficulty walking and bipolar disease.

nurse on the case was notified of the patient's
discharge from PT.

Patient #14
The start of care for Patient #14 was 2/25/09.

Diagnoses included multiple sclerosis,
hypertension and coronary disease.

The clinical record for Patient #14 lacked
documentation indicating SN and PT
communicated with each other to coordinate
care,

Patient #15

The start of care for Patient #15 was 2/24/09.

insulin-dependent diabetes mellitus.

"patient states she cannot do much exercise

The OT completed a missed visit report (MVR) on
3/6/09 indicating Patient #9 went into the hospital

documentation indicating physician, SN, PT and

Diagnoses included hypertension, chronic pain,

On 2/19/09, PT discharged Patient #12. The PT
revisit note lacked documentation indicating the

Diagnoses included multiple sclerosis, chronic
obstructive pulmonary disease, hypertension and

On 3/17/09, the PT documented on a revisit note,
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G 143 Continued From page 5
secondary 1o fear of seizures.”

The clinical recard lacked documentation
indicating SN was notified regarding Patient #15's
fear of exercise bringing on seizures.

Note: The patien! was on an anli-seizure
medication. The plan of care did not list seizures
as 3 diagnosis.

The Agency's policy, “Management of
Infarmation™ Number 7.20, effective on 6/22/08,
stated cnpage 3of 4, " #4 The final visit
paperwork will include: A Visit note for that
dis¢ipling; inglude natification of other team
members if indicated e.g. CHHA (certified home
heaith aide)...”

484.14(g) COORDINATION OF PATIENT
SERVICES

G144

The clinical record or minutes of case
conferences establish that effective interchange,
reporting, and coordination of patient care does
aceur.

This STANDARD is not met as evidenced by:
Based on clinical record review, the facility failed
{0 ensure effective illerchange, reporting and
coorgination of pabent care occurred through
case conferences for 10 of 15 patients (#1. 2, 5.
6,7,8.12.13. 14, 15),

Findings include:

Patients #1, 2, 6, 12, 13, 14 and 15 were seen by
SN and PT.

G 143

G 144 .
A, The Agency will ensure that case conferences occur as

evidenced by completed documentation in the clinical records
Disciplines will be required fo docurmnent communication with
other disciplines on visit notes every two (2) weeks, and as
needed for any changes in the patienl's condition or Plan of
Care. A writien case conference form will be completed every
two (2) weeks, and as needed per change in the Plan of Care
Patients 1,2,6,12,13,14 & 15 have all been discharged. All
current and future patients will be affected by this corrective
action.

B. All patients' clinical records will be monitored concusrently for
compliance with Case Conference Noles by the QA staff who
will report to the Clinical Director.

C. The Agency hes scheduled a mandatory in-service for all
disciplines on case conference/documentation of these
conferences. This in-service was presenied by the Clinical
Director on May 8, 2009 (See Agenda - Aflachment A). The
Agency plans to repeat this in-service during the week of May
11-16, 2009 with mandatory attendance by all disciplines
documented. QA stafl has been instructed on monitoring
compliance with case conferences.
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A written summary report far each patient 1s seni
to the attending physician at least every 60 days

This STANDARD is not met as evidenced by,
Based on clinical record review. the agency failed
to provide the physician with a wnitten summary
report every 60 days for 6 of 15 patents (#1, 2 5,
6.7.8).

Findings include:

The clinical records for patients #1,. 2, 5,6, 7 and
8 contained a document titled "60-day Summary ”
The document for each patient included the
diagnoses. the services provided by the agency
and the care the patients continued to require.

The 60-day Summaries for patiemts #1,2, 5, 6.7
and 8 lacked documentation indicating the
progress {or lack thereof} made by these patients,
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G 144 Continued From page 6 G 144 D.  Monitoring the corrective action will be accomptished
, : by tracking of written case conference formns by the
Patient #5 was seen by SN. PT and occupational Clinical Director and QA staff. In addition, the QA staff
therapy (OT). will monitor the documentation of verbal
communication/coordination between disciplines, and
Patient #7 was se&n by SN. PT and centified intervene as necessary.
nursing assistant (CNA). E.  The Clinical Director will be responsible for monitoring
compliance of this corrective action. The QA staff will
Patient #8 was seen by SN. CNA, PT and OT assist and report to the Clinical Director in monitoring
the corrective action. tn addition, the Clinical
. . Direcior/QA staff wilt report monthly to the Pl
The clinical records for Patients #1, 2.‘ 58.7.8 committee in regards to the Agency's compliance with
12, 13, 14 and 15 lacked documentation this corrective action.
indicating case conferences occurred. F.  Date of Completion: June 19, 2009
On 3/27/0%9 at 11:30 AM, the Director of Nurses
indicated case conference occurred "every
month.”
G 145 484.14(g) COORDINATION OF PATIENT G145 A, The Agency will ensure that documentation on
SERVICES the 60-day summary of care includes

C. The Agency held a mandatory in-service for all

D.  Monitoring the corrective action will be

documentation of progress or lack of progress
made by the patients.

Compliance with this correction will be verified by
QA monitoring of the documentation provided for
all patients.

disciplines on proper documentation on the 60-
day summary on May 8, 2009 (See Agenda
Attachment A). This in-service will be repeated by
the Clinical Director during the week of May 11-
15, 2009, with mandatory attendance by all
disciplines documented. QA staff will be
instructed on monitoring compliance with the 60-
day summary, and report any problemsfissues to
Clinical Director for immediate resolution.

accomplished by review of 60-day summaries by
the QA staff that will report to the Clinical
Director and intervene as necessary.
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G 158 484.18 ACCEPTANCE OF PATIENTS, POC, G 158 A.  The Agency will ensure that all physician
MED SUPER orders are foliowed as written per the Plan of
Care fol}ows a written plan of care estabiishe_d fe;r:r'd: tr: :::u(ﬁa;;:: g!:-i,m; ?:;&:Z"n
and periodicaily rey:ewed by a doctor of medicing, frequencies of visits by disciplines,
osteopalhy, or padiatric medicine frequencies of wound care or Foley care, etc.
Any missed visits will be communicated to the
physician and an order for any change in
This STANDARD is not met as evidenced by frequency will be obtained. CNA care plans
Based on clinical record review. the agency faled will be completed for ali patients receiving
to ensure care followed a wnitten plan of care CNA services. The Agency will ensure that all
established by the physican for 9 of 15 patients discipline frequencies are followed per plan of
{#1,2,5.6,7,8,11.14.15) care. Patients 1,2,5,6,8,14 & 15 have been
discharged. Orders for all care of patients 7 &
Findings mclude 11 will be obtained as well as for all current
and future patients who would benefit from
Patient #1 this corrective action.
The start of care for Patient #1 was 6/20/08. B.  The Agency will obtain physician orders for all
Diagnoses included hypertension, congestive care and will coordinate with the physicians to
heart faiure and non-insulin dependent diabetes ensure all orders are specific and carried out
mellitus. per Plan of care. Physician orders wull.be
obtained consistently for any changes in the
Patient #1's plan of care indicated the patient was patients’ POC.
to be weighed weekly. All skilled nursing visit o
notes !acked‘ documentation indicating the patient c :::iﬁg?:f :ﬁ?g:ll;i: ;?,aﬁ%a:,?:,’e::,p,an of
was ever weighed. Care on May 8, 2009 (See Agenda -
X Attachment A). This in-service will be
Patient #2 repeated by the Clinical Director during the
week of May 11-15, 2009, with attendance by
The start of care for Patient #2 was 1171108 all disciplines documented. QA staff has been
Diagnoses included long term current use of instructed to monitor visits and clinical notes
anticoagulants, deep vein thrombosis (OVT) site to ensure all services comply with physician
nat specified and chronic pulmonary cbstructive orders/Plans of Care. The Clinical Director
disease (COPD). will continue to QA all physician's
orders/POCs.
The start of care orders catled for Patient #2 to
receive Lovenox 100 milligrams subcutanecusly
twice a day for three days and Coumadin 7.5
milligrams by mouth every day.
FORKE CMS-2561102-09) Previous Versons Dosolese Evert 10, 3¥PH: 1 Fackly 1D H/S368EMHA  continuaben sheat Page 8 of 13
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The start of care orders indicated Patient #2 was
to have "PT/INR {lab draw) per MD order.”

The chinical record iacked documented evidence
indicating the SN called the physician to ask for
specific orders for a frequency of lab draws.

Note: Patien! #2 was admitted to an acute care
facility six days after start of care with an INR of
11. The target range of INR for a patient with
DVT is between two and three.

Patient #5

The start of care for Palienl #5 was 12/13/08
Diagnoses included congestive heart {ailure,
hypertension, difficulty walking and bladder
incontinence.

Palient #5's initial plan of care indicated the
patient was to be weighed weekly The skilled
nurses visit nates lacked documentation
indicating the patient was ever weighed.

On 1722109, the icensed practical nurse (LPN)
documented Patient #5 had a pressure sore in
the coccyx area.

On 122009, the LPN wrote the following orders:
“Cleanse coccyx wound with NS (normal saling)
pat dry apply Hydrogel cover vith gauze secure
with lape g (every) day.”

The order did not indicate skilled nursirig {SN)
was 1o teach a caregiver how 1o periorm the
wound care, The order did not indicate the SN
frequency was o increase to daily.

AT HOME HEALTH SERVICE
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G 158 Ceontinued From page 8 G 158

D. Monitoring the corrective action will be
accomplished by QA of the plan of care by the
Clinical Director. The QA staff will assist the
Clinical Directory by monitoring clinical notes
to ensure compliance. The QA staff will also
assist the Clinical Director by monitoring
documentation to show that orders and visit
frequencies are being followed, missed visits
are communicated to the physician and
patient care is delivered per plan of care
established by the physician. The QA staff
will report any problems/issued immediately to
the Clinical Director for immediate resolution

E. The Clinical Director will be responsible for
meonitoring and ensuring compliance of all
patients’ written plan of care/MD orders. QA
staff will assist the Clinical Director by
monitoring visit frequencies and notifying the
physician of missed visits. The QA staff will
report to the Clinical Director of any changes
in frequencies or problems with compliance to
the plan of care. The Clinical Director/licensed
discipline will prepare a revised interim order
for the changes in the plan of care to be
signed by the MD. The Clinical Director will
intervene if orders are not being followed per
plan of care. The Clinical Director will monitor
that a CNA care plan is completed and
followed for each patient as indicated. In
addition, the Clinical Director/QA staff will
report monthly to the Pl committee in regards
to the Agency's compliance with this corrective
action.

F. Date of completion: June 19, 2009
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The LPN saw Patient #5 on 1/29/09. The RN saw
the patient on 2/7/09 for recertification.

The recertification orders written by the RN read,
“Cleanse wound with saline, pat dry, apply
bacitracin ointment and Duoderm/Flexicol
dressing." The orders did not include the
frequency with which the dressing was to be
changed. The orders did not include who was to
change the dressing.

Patient #6

The start of care for Patient #6 was 10/6/08.
Diagnoses included hypertension, urinary
retention and non insulin dependent diabetes
mellitus.

The plan of care for the certification period
12/5/08 - 2/2/09 indicated Patient #6 was to be
seen by SN two times a week for two weeks and
then, one time a week for seven weeks.

According to the documentation in the clinical
record, the actual frequency for SN was one time
a week for eight weeks.

The clinical record lacked documentation
indicating the physician was made aware of (and
signed orders for) the change in SN frequency for
Patient #6.

Patient #7

The start of care for Patient #7 was 12/18/08.
Diagnoses included hypertension, congestive
heart failure, insulin dependent diabetes mellitus,
muscle weakness and difficulty walking.
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Patient #7's plan of care indicated the patient was
to be weighed weekly. One out of six skilled
nursing visit notes (from 12/18/08 - 2/11/09) had
a weight documented.

The second certification period (2/16/09 -
4/16/09) plan of care indicated Patient #7 was to
be weighed weekly. There was no
documentation on the skilled nursing visit notes
indicating the patient was weighed.

PT evaluated Patient #7 on 2/16/09. The
physician's order indicated PT would see the
patient two times a week for five weeks.

On 2/23/09, PT wrote an MVR. The clinical
record lacked documentation indicating the
physician was aware of (and signed orders for)
the change in PT frequency for Patient #7.

On 2/11/09, the RN completed a recertification
visit and orders for the pericd 2/16/08 - 4/16/09.
The SN frequency for Patient #7 was to be two
times a week for one week and then, one time a
week for eight weeks.

Patient #7's clinical record contained a SN MVR
dated 2/20/08. The clinical record lacked
documentation the physician was aware of (and
signed orders for) the change in SN frequency for
Patient #7.

As of 3/31/09, Patient #7's clinical record lacked a
completed CNA care plan.

Patient #8

The start of care for Patient #8 was 11/12/08.
Diagnoses included arthritis, difficulty walking and
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history of falls.

On 11/14/08, the physical therapist {PT)
performed an evaluation. The PT frequency

times a week for four weeks.

11/24/08. The clinical record contained one
physical therapy revisit note for the week of
11/12/08. The clinical record lacked three PT
re-visit notes for the week of 11/30/08.

The clinical record lacked documentation

Patient #8.

On 12/7/08, Patient #8 was admitted to the
hospital after sustaining a fall.

nursing assistant (CNA) was ordered for two
times a week for two weeks.

The actual frequency of CNA visits made for
Patient #8 after the ROC was once a week for
one week, two times a week for one week and
one time a week for one week, beginning on
Saturday, 12/27/08.

The clinical record lacked documentation

for Patient #8.

Patient #11

ordered was once a week for one week and three

Patient #8's clinical record contained an MVR for

indicating the physician was made aware of (and
signed orders for) the change in PT frequency for

On Friday, 12/19/08, the registered nurse (RN)
completed a resumption of care (ROC) visit for
Patient #8. The ROC frequency for the certified

indicating the physician was made aware of (and
signed orders for) the change in CNA frequency |
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The start of care for Patient #11 was 2/21/09.
Diagnoses included a sacral pressure ulcer,
insulin-dependent diabetes mellitus and coronary
artery disease.

Patient #11's clinical record contained orders for
SN one time a week for one week, two times a
week for two weeks and then, one time a week
for 6 weeks.

Patient #11's clinical record contained a SN MVR,
dated 3/6/09. The clinical record lacked
documented evidence the physician was made
aware of (and signed orders for) the change in
SN frequency for Patient #11.

Patient #11's clinical record contained orders for
CNA two times a week for eight weeks, beginning
the week of 2/22/09,

Patient #11's clinical record contained a CNA
MVR, dated 3/6/08. The clinical record lacked
documented evidence the physician was made
aware of (and signed orders for) the change in
CNA frequency for Patient #11.

Patient #14

The start of care for Patient #14 was 2/25/09.
Diagnoses included multiple sclerosis,
hypertension and coronary disease.

On 2/27/08, the LPN wrote an MVR for Patient
#14. The clinical record lacked documentation
indicating the physician was made aware of (and
signed orders for) the change in SN frequency.

Patient #15
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The start of care for Patient #15 was 2/24/09
Diagnoses inciuded multiple sclerosis, chronic
cbstructive pulmonary disease, hyperiension and
insulin dependent diabetes melitus
PT orders for Patient #15 were one time a week
for one week and then, two times a weekK for five
WeeKs,
On 3/1/09. 3/10/09 and 3/14/08, the PT wrote
MVRs. The clinical record lacked documentation
indicating the physician was made aware of (and
signed orders for) the change in PT frequency.
Note: The agency's week began on Sunday A.  The Agency will ensure that all pertinent and significant
G 159 484.18(a) PLAN OF CARE G 159 diagnoses will be included in the plan of care. The

The plan of care developed in consultation with
the agency staff covers all pertinent diagnoses.
including mental status, types of services and
equipment required. frequency of visils,
prognosis. rehabilitaton potential, functional
limitations, activities penmitted, nutritional
requirements, medications and treatments, any
safety measures to protect against injury,
tnstructions for timely discharge or referral, and
any other appropriate ilems,

This STANDARD is not met as evidenced by
Based on interview and clinical record review. the
facility failed to ensure the plan of care included
all pertinent diagnoses for 1 patient {#15).

Findings include:

Patient 215

agency will request all perlinent information from referral
sources fi.e.: hospitals, MD offices, etc.) 1o include
information such as history and discharge instructions
whenever a patient is referred to the Agency. Patient 15
has already been discharged from home care. All
current and future patients will be affected by this
cotrective action.

B.  The Agency will confirm all hospital/physicianfacility,
etc. referrals and oblain all pertinent information
including medical history/doctor discharge instructions,
etc. for all patients receiving care.

C. Inlake staff will be instructed to request history,
diagnosis, and other significant information from the
referring M.D. and referral sources for all patients. The
office manager wiBl track all hospitalized patients and
reqquest medical hislory, diagnosis and discharge
instructions from the hospital for all hospital discharged
patients receiving agency care. The stari of care nurse
will also obtain a perlinent hisiary and significant
diagnosis from the patient or caregiver at the starnt of
care, and document in the start of care packet. All
pertinent diagnoses will be added to the POC during &
patients episode as indicated with a physician's order.
An in-service has been held on May 8, 2009 to instruct
all staff (visiting and office) on this corrective plan of
action (See Agenda - Alachment A). The same in-
sarvice will be repeated during the week of May 11-15,
2009 with mandatory attendance documented.
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. D.  The Clinical Director will continue to GiA all plans of care to
G 159 Centinued From page 14 G159 ensure that all pertinent diagnosis are included especially for
The start of care for Patient #15 was 2/24/09, a“g'vi’é';‘f‘f’ﬁ?l”; hat are P’ﬁgﬁfﬁd- The P'a“t"":a':at"f‘"n&?
. . N . pri o all disciplines pel ing services to the patients.
Diagnoses included muitiple sclerosis, chronic All pertinent diagnoses will be added with a physician's order
obstructive pulmonary disease, hypertensicn and as indicated.
insulin-dependent diabetes meliitus, E  The Clinical Dired ill be responsible for the Plan of Care
with assis?aﬂce frofff the QA staff, intake, and SCC nurse.
Patient #15 was on an anti-seizure medication. ‘:,"g‘:rg ;‘;‘;“;;9 a"”ﬂ?ﬁféﬁ#?&é‘nﬂiﬁifaﬁﬁ;i‘
The pian of care did not incluge seizure disorder documenied as obtained by the visiting nurse. n addition,
as one of the diagnoses. the Clinical Director/QA, staff will report menthly to the P
committee in regards to the Agency's compliance with this
\ . corrective action,
On 3/27/09 at 10:40 AM, the director of nursing £ Date of Commietion: June 19
indicated the agercy had not requested additional e of Completion: June 19, 2009
documentation from physicians' cffices or
hospitals (history and physical discharge
summaties, elc.) when they received referrals for
their services
G 160 484.18{a) PLAN OF CARE G 160 A Theintake staff will assign therapy cases to the *

It a physician refers a patient under a plan of care
that canaot be completed untl after an evaluation
visit, the physician is consulted to approve
additions or modification to the original plan.

This STANDARD is not met as evidenced by:
Based on interview and climical review, the
agency failed to ensure the physician was
consuited to modify the onginal pian of care for 4
of 15 patients (#1. 3, 7, 10)

Fingings include:

Patient #1

The start of care for Patient #1 was 6/20/08,
Diagnoses included hypertension. congestive
heart failure and non-insulin dependent diabetes
maliitus.

The plan of care included a physical therapy (PT)

Therapists immediately 1o allow the therapist o do an
evaluation within 72 hours of the Start of Care. The
Physician and other disciplines will be nolified of any
delay in therapy evaluations and this communication will
be documented in the clinical record. An interim order
will be completed as indicated.

8.  Therapists will be instrucled to complete evaluations
within 72 hours of MD referral, or communicate with the
physician and disciplines to notify of any delay. Intake
staff will ba instructed to assign therapy cases
immediately following therapy referrals and notify the
Clinical Director of any problem or concems.

The Agency will initiate a coordinated plan of correction
1o ensure therapy evaluations are completed in a timely
manner (within (72 hours of receipt of refermral). Intake
staff and Clinical Director wilt monitor initial MD orders
for therapy. Start of Care aurses will coordinate with the
physician and nolify the intake staff when therapy is
required. Intake will then assign cases to Therapy in a
timely manner and monitor the date of initial evaluations
by the Therapists. The Agency has scheduled a
mandatory in-service on May 8, 2009 lo present the
Plan of Correction. This same in-service will be
repeated during the week of May 11-15, 2009 to present
this Ptan of Correction, and obtain feedback from the
stafl. Attendance will be documented. (See Agenda -
Attachment A).
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evaluation. The PT evaluation was performed 15
days after the start of care. The clinical record
lacked documentation the physician was notified
of the delay of the PT evaluation.

According to the Agency's Policy Number 3.1,
Assessments, effective 6/22/086, "...Therapies
{PT, ST and OT) and MSW: Within 72 hours
{foliowing receipt of initial or subsequent
referral).”

On 3/27/09 in the morning, the director of nursing
indicated their policy allowed PT and occupational
therapy (OT) "up to 48 hours"” after the start of
care to perform an evaluation.

Patient #3

The start of care for Patient #3 was 3/20/09.
Diagnoses included paralysis agitans
(Parkinson's disease) and difficulty walking.

The start of care orders for Patient #3 included
PT and OT evaluations.

According to the clinical record, PT saw Patient
#3 for an evaluation four days after the start of

care. OT saw the patient for an evaluation five
days after the start of care.

The dlinical record for Patient #3 lacked
documentation indicating the physician was
notified of the delay in the PT and OT
evaluations.

Patient #7

The start of care for Patient #7 was 12/18/08.
Diagnoses included hypertension, congestive
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heart failure, insulin dependent diabetes meifitus.,
muscle weakness and difficulty walking.

On 12/18/08. a PT evaluvation was ordered for
Patient #7. The clinical record contained four
missed visit reports. The ¢linical record lacked
docurmentation indicating the physician was
notified of the delay in treatment.

On 2716/09, Patient #7 was evaluated by PT.
Patent #10

The stant of care for Patient #10 was 3/13/05
Diagnoses included generalized pain,
hypothyroidism, muscle weakness and history of
a fall. The plan of care called for skilled nursing
services and a PT evaluation

A communication note wntten by the intake
coordinator on 3724/09, indicated PT was unable
to see Patient #10 as the patient was not at the
address of record. The clinical record |lacked
documentation indicating the physician was
notified of PT's inability to see and evaluate the
patient.

G 166 484.18{c) CONFORMANCE WITH PHYSICIAN
ORDERS

Verbat orders are put in writing and signed and
dated with the date of receipt by the registered
nurse cr qualified therapist (as defined in section
484 4 of this chapler) responsible for fumishing or
supervising the ordered services,

This STANDARD is not met as evidenced by;
Based on record review, the facility failed lo

G160 . The QAfntake staff will monitor initial evaluations by the
Therapist to ensure that initial evaluations are
completed within 72 hours and visits are completed per
therapy treatment pian. Therapists will notify Physicians
and other disciplines when visits are delayed and an
order will be obtained for the change in the Plan of

Care.

E. The Clinical Director with the assistance of the
QAAntake staff will monitor compliance of the timeliness
of Therapy evaluations per Agency policy. Therapis! will
be required to notify the Physician of any delay in initial
evaluation or missed visits and obtain an order for a
change in schedule. In addition, the Clinical Director
and QA staff will report monthly 1o the Pl committes in
regards to the Agency's compliance with this cormreclive

action,

F. Date of complete: June 19, 2009

G106 A Physician signatures and dates on all plans of
care and interim orders will be obtained within 30
days per agency policy. Both patients 5 and 8
have already been discharged. All current and
future patients will be affected by this corrective

action.

B. All plans of care and interim orders sent to
physicians for signatures will be tracked by the
office manager 1o ensure that these are signed
and dated within 30 days. The Clinical Directot
will monitor and track the compliance of the
retumn of signatures and dates on all Plans of
Care and interim orders on a quarterly basis.
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ensure verbal orders were signed and dated with o Thea ot confinue o track and monitor
the date of receipt by the registered nurse or - Jhe Agency Wit Gontinue to track and monfior the
) . " I timeliness of retuned Physician signatures and
qualuﬁgd_!heramst responsible for furpishing or dates on all plans of care and interim orders
supervising the ordered services for 2 of 15 within 30 days per Agency policy. Agency
patients (#5. 8). marketers will be instructed to follow-up with
Physicians to obtain the signed and dated orders
Findings include: within the 30 day time frame per Agency policy.
Anin-service for office staff and marketers was
Pati " heid May 8, 2008 (See Agenda - Alachment A). The
atient #5 Agency plans to repeat this same in-service
during the week of May 11-15, 2009 with
The start of care for Pabent #5 was 12/13/08 mandatory attendance documented.
Diagnoses included congestive heart failure, b, The Ciiical Di | e
ion, tkin r . inical Director will prepare quarterly reports
%ﬁ:ﬁﬁgg difficulty walking and bladde to monitor compliance with the 30 day policy for
signed and dated plans of care and interim
orders.
Patient #5's ¢linicat recerd contained a plan of
care for the certification peried of 12/13/08 - E. Agency office staff, marketers and the Clinical
2/10/09. The area for the physician's signature Direcford are ff!Sp?l;silyle todensure that Plgns 3f
nK. care and visiting interim orders are signed an
and date was blank dated within the 30 days time frame per Agency
. . gt . olicy. The Clinical Director will monitor the
Patient #5's Chn.lcal record contained a p!an of ?\ger?cl&s compllance with this standard through
care for the pericd 2/11/09 - 4/11/08 and a tracking/monitoring on a quarterly basis. In
physician's order for wound care, both wniten on addition, the Clinical Director and QA staff will
2111108, As of 3131/093, both orders lacked the report monthly to the Pl commitiee in regards to
physician's signature and date the Agency’s compliance with this comrective
’ action.
Patient #8
i F. Date of completion: June 13, 2009.
The stant of care for Patient #8 was 11/12/08
Diagnoses inctuded arthritis, difficulty walking and
history of falls,
On 1/12/08, the physical therapist {PT) performed
a recertification assessment of Patient #8. On
the second page of the assessment, the areas for
1) frequency of visits and 2} duration of treatment
were blank. The areas for the physician's
signature and date were blank as of 3/31/09.
G 169 484.30 SKILLED NURSING SERVICES G 169 A.  LPNs and home health aids (CNA's) will immediately
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G 169 Continued From page 18 G 169 be supervised every fourteen (14) days and as

The HHA furnishes skilied nursing services by or
under the supervision of a registered nurse.

Ttus STANDARD is not met as evidenced by
Based on record review, the agency failed to
ensure the registered nurse made a visit to the
home no less than every two weeks for 5 of 15
patients (#1, 5, 13, 14, 15},

Findings include:
Patient #1

The start of care for Patient #1 was 6/20/08
Diagneses inciuded hypertension, congestive
heart failure and non-insulin dependent diabetes
mellitus,

The registered nurse (RN} saw Patient #1 for the
start of care visit on 6/20/08. During the next
eight weeks, the licensed practical nurse (LPN)
saw the patient for ten conseculive visits,

Patient #7's clinical record lacked documented
evidence that a supervisory visit was campleted
by the RN with the LPN,

Patient #5

The start of care for Patient #5 was 12/13/08.
Diagnoses included congestive heart failure,
hypertension, difficulty walking and bladder
incontinence.

The RN saw Patient #5 for the start of care visit
on 12/13/08. Duning the next four weeks. the
LPN saw the patient seven consecutive limes.

needed. This will be evidenced by supervisory
documentation on the supervisory portion of
the clinical notes.

Patients 1,5,13,14 and 15 have all been
discharged. Ali current and future patients will
be affected by this corrective action.

B. The Agency will ensure compliance for
supervision of LPNs and HHAs through QA
monitoring of docurnentation of this
supervision in the clinical record.

C. The Agency has scheduled a mandatory in-
service for all disciplines to review policies on
LPN/HHA supervision. RNs have been
instructed on LPN/HHA supervisory visits and
documentation of this supervisory visit. QA
staff have been instructed to monitor
documentation of LPN/HHA supervision. The
Agency has scheduled an in-service on May 8,
2009, (See Agenda - Aftachment A} and
during the week of May 11-15, 2009 with
attendance by all disciplines documented.

D. Monitoring of LPN/HHA supervision will be
performed by the QA staff. The QA staff will
monitor the supervisory decumentation and
report any problems/issues to the Clinical
Director for immediate resolution.

E. The Clinical Director will be responsible for
LPN/HHA supervision with assistance of
visiting RN nurses. The QA staff will be
responsible to monitor the supervisory
documentation in the clinical records, and
report any non-compliance immediately to the
Clinical Director for resolution. In addition, the
Clinical Director and QA staff will report
monthly to the P] committee in regards to the
Agency’s compliance with this corective
action.

F. Date of completion: June 19, 2009.
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G 169 | Continued From page 19 G 169

Patient #5's clinical record lacked documented
evidence that a supervisory visit was completed
by the RN with the LPN.

Patient #13

The start of care for Patient #13 was 1/28/09.
Diagnoses included abscess to the buttock area,
chronic pain, fibromyalgia and difficuity walking.

The RN saw Patient #13 for the start of care visit
on 1/28/09. During the next six weeks, the LPN
saw the patient seven consecutive times.

Patient #13's clinical record lacked documented
evidence that a supervisory visit was completed
by the RN with the LPN.

Patient #14

The start of care for Patient #14 was 2/25/09.
Diagnoses included multiple sclerosis,
hypertension and coronary disease.

The RN saw Patient #14 for the start of care visit
on 2/25/09. During the next three weeks, the
LPN saw the patient four consecutive times.

Patient #14's clinical record lacked documented
evidence that a supervisory visit was completed
by the RN with the LPN.

Patient #15

The start of care for Patient #15 was 2/24/09.
Diagnoses included multiple sclerosis, chronic
obstructive pulmonary disease, hypertension and
insulin dependent diabetes mellitus.
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G 169 Continued From page 20 G 1689
The RN saw Patient #15 for the starnt of care visit
on 2/24/09. During the next three weeks, the
LPN saw the patient five consecutive bmes
Patient #15's clinical record lacked documented
evidence thal a supervisory visit was completed
by the RN with the LPN.
G 172 484.30(a) OUTIES OF THE REGISTERED G 172 A Aregistered nurse {RN) will re-evaluate the patient on a

NURSE

The registered nurse regularly re-avaluates the
patients nursing needs

This STANDARD 15 not met as ewidenced by:
Based on clinical record review, the agency failed
10 ensure the registered nurse (RN) regularly
re-evaluated the nursing needs for 3 of 15
patients (#1. 5, 13).

Patient #1

The start of care for Patient #1 was 6/20/08
Diagnoses included hypertension, congestive
heart failure and non-insulin dependent diabetes
mellitus.

The licensed practical nurse (LPN) saw Patient
#1 onge a week for eight consecutive weeks,
The clinical record lacked documentation the RN
re-avaluated the patient’s needs during the eight
weeks.

On 7/28/08 and 8/4/08, the LPN documented
Patient #1 had edema (swelling) in the lower legs
The clinical record lacked documentation
indicating the RN was notified. The clinical record
tacked documentation indicating the RN

regular basis {every 14 days) or when a change occurs in the
patient’s condition. When a LPN is scheduled to service a
patient, a RN will evafuate the patient every 14 days or as
often as necessary per changes in the patients condition,

Visiting RNs will be re-evaluate the patient every 14 days or
when the patient’s condition changes. Visiting L.PNs,
Therapists, and all other disciplines will immediately report
changes in the patient’s condition to the Clinical Director/fRNs
and the patient will be immediately re-evaluated, and
coordination with the Physician completed as indicated.

The Agency has scheduled a mandatory in-service on May 8,
2009 (See Agenda - Atachment A), to instruct all disciplines on
re-evaluating and reporting changes in the patient’s needs,
condition and plan of care as well as a RN reevaluating a
patient every 14 days, n a regular basis ang eded.
The Agency plans to hold the same mandatory in-service
during the weak of May 11-15, 2008. This in-service will be
presented by the Clinical Director.

Al visiting Nurses, Therapists and Home Health Aids will
report changes in the patients’ condition or needs
immediately to the Clinical Director. The Clinical Director will
ensure that all patients are re-evaluated on a regular basis
(every 14 days) and as necessary. QA staff will monitor
clinical notes and report changes in the patients’ condition or
needs to the Clinical Director. RN's will be assigned to re-
evaluate patients every 14 days or as needed per changes in
the patient's condition.

The Clinical Director will be responsible for monitoring re-
evaluation of patients’ needs or change in plan of Care with
the assistance of Nurses, Therapist, Home Health Aids and
the QA staff. In addition, the Clinical Director and QA staff
will repost monthly to the PI committee in regards to the
Agency's compliance with this corrective action.
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G172 Continued From page 21
re-evaluated the patient's needs.

Patient #5

The start of care for Patient #5 was 12/13/08.
Diagnoses included congestive heart failure,
hypertension, difficulty walking and bladder
incontinence.

The RN saw Patient #5 for the start of care

evaluation. The LPN saw the patient 10
consecutive times.

the sacral/coccygeal area. The clinical record
lacked documentation indicating the RN

After the RN completed a recertification
assessment and care plan on 2/7/09, the LPN
this time (six weeks), the patient developed
documentation indicating the RN re-evaluated
Patient #5's needs during this time.

Patient #13

The start of care for Patient #13 was 1/28/09.

over six weeks.

The clinical record lacked documentation

In the sixth full week of Patient #5's certification
period, the patient developed a pressure ulcer to

re-evaluated the patient's needs during this time.

saw Patient #5 eight consecutive times. During

blisters on the upper back which then opened and
had bloody drainage. The clinical record lacked

Diagnoses included abscess to the buttock area,
chronic pain, fibromyalgia and difficuity walking.

After the RN completed the initial assessment on
Patient #13, the LPN saw the patient seven times

G172
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NURSE

Findings include:

Patient #2

The registered nurse initiates the plan of care and
nEcessary revisions.

This STANDARD is not met as evidenced by

Based on clinical record review, the registered
nurse (RN} falled to initiate revisions to the plan of
care for 2 of 18 patients (#2, 5).

The start of care for Patient #2 was 11/11/08.
Diagnoses included long term current use of

anticoagulants, deep vein thrombosis (DVT) and
chronic pulmenary cbstructive disease

The start of care orders called for Patient #2 to
receive Lovencx 100 milligrams subcutanecusly
twice a day for three days and Coumadin 7.5
miiigrams by mouth every day.

The start of care orders indicated Patient #2 was
to have "PT/INR (iab draw) per MD order.”

The chinical record lacked documented evidenca
ndicating the skilled nurse (SN) called the
physician to ask for specific orders fora
frequency of lab draws

Note: Patienl #2 was admitted to an acute care
facility six days after start of care with an INR of
11. The target range of the INR for a patient with
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G 172 Continued From page 22 G 172 F.  Date of completion: June 19. 2009,
ndicating the RN re-evaluated Patient #13's
needs during this ime.
G 173 484.30(a) DUTIES OF THE REGISTERED G173, Atthe start of care the RN will initiate the plan of care

and initiate revisions to this plan of care as deemed
necessary. The physician will be contacted for specific
orders {i.e.. frequency of labs, etc.}. Documentation of
all orders will be specific and detailed. All current and
future patients will be affected by the corrective action,
Patients 2 and § have already been discharged.

The Clinical Director wilt monitor all initial/concurrent
physician orders and plans of care to ensure that all
physician orders are complete, specific and accurate,

The Agency has scheduled a mandatory in-service on
May 8, 2009 for all appropriate disciplines (See Agenda -
Atlachment A). This in-service included instruction on
complete, specific and accurate orders. The Agency
plans to hold the same in-service during the week of May
11-15, 2009 with mandatory attendance by all disciplines
documented. This in-service will also be presented by
the Clinical Director.

Al initial/concurrent physician orders and plans of care
have been reviewed by the Clinical Director and
corected as needed. This corrective action will continue
and for all current and future patients to ensure all
POCs/revisions are initiated as indicated.

The Clinical Director is responsible for ali reviewing of
physician orders and plans of care. QA staff and RNs
will assist in ensuring that all physician orders and plans
of care are complete, specific and accurate, and report
any problems/issues to the Clinical Director. In addition,
the Clinical Director and QA staff will report monthly to
the Pl committee in regards to the Agency's compliance
with this comrective action.

Date of completion: June 19, 2009
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G 173 | Continued From page 23
DVT is between two and three.

Patient #5

The start of care for Patient #5 was 12/13/08.
Diagnoses included congestive heart failure,
hypertension, difficulty walking and bladder
incontinence.

The start of care orders for Patient #5 read,
month inflated with 30 cc (cubic centimeters)
ballcon..."

specific size of the catheter and amount of
solution to instill into the 30 cc balloon.
12/5108 - 2/2/09 and 2/3/09 - 4/3/09 both read,
month inflated with 30 cc (cubic centimeters)

specific size of the catheter and amount of
solution to instill into the 30 cc balloon.

Patient #5's clinical record contained a skilled
nursing (SN) note dated 12/26/08 which read,

distilled water .. "

eight consecutive times.

" ..Change cath (indwelling urinary catheter) every

The start of care orders for Patient #5 lacked the

The recertification orders for the two periods of
"...Change cath (indwelling urinary catheter) every

balloon..." The recertification orders lacked the

"Catheter re-inserted using French #16 with 30 cc

Patient #5's clinical record contained a SN note
dated 1/8/09 which read, "...changed catheter to
French #18 with 30 cc distilled water in balloon ..."

After the start of care was completed by the RN,
the licensed practical nurse (LPN) saw Patient #5

G173
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G 173 | Continued From page 24

Patient #5's clinical record lacked documentation
indicating the RN had contacted the physician to
obtain specific orders for the size of the catheter,
balloon and amount of fluid to be instilled into the
balloon.

Patient #5's clinical record contained a SN note
dated 3/5/09 which read, "...catheter removed and
replaced with #18 French with 30 milliliters
balloon...”

Patient #5's clinical record lacked documentation
indicating the RN contacted the physician to
initiate the necessary revisions to Patient #5's
plan of care.

484.30(a) DUTIES OF THE REGISTERED
NURSE

G176

The registered nurse prepares clinical and
progress notes, coordinates services, informs the
physician and other personnet of changes in the
patient's condition and needs.

This STANDARD is not met as evidenced by:
Based on clinical record review, the facility failed
to ensure the registered nurse informed the .
physician of changes in condition and needs for 4
of 15 patients (#1, 2, 5, 6). '

Findings include:

Patient #1

The start of care for Patient #1 was 6/20/08.
Diagnoses included hypertension, congestive

heart failure and non-insulin dependent diabetes
mellitus.

G173

G 176
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G 176 Continued From page 25 G 176 A The LPN will immediately report any changes

Skilled nursing visit notes written by the licensed
practical nurse {(LPN), dated 7/28/08 and 8/4/08,
indicated Patient #1 was experiencing edema
{swelling) in both lower extremities,

Patient #1's clinical record lacked documentation
the LPN notified the regisiered nurse of the
changes.

Patient #2

The stant of care for Patient #2 was 14/11/08,
Diagnoses included long term current use of
anticoagulants. deep vein thrombesis (DVT) site
not specsfied and chronic pulmonary obstructive
disease (COPD).

The start of care orders called for Palient #2 10
receive Lovenox 100 milligrams subcutaneously
twice a day for three days and Coumadin 7.5
milligrams by mouth every day.

The start of care orders indicated Patient #2 was
to have "PT/INR (lab draw) per MD order.”

The clinicat record lacked documented evidence
indicaling the SN called the physician to ask for
specific orders to draw a PT/INR

Note: Palen! #2 was admitted to an acute care
facility six days after start of care with an INR of
11. The target range of INR for a palient with
DVT is between two and three,

Patient #5
The start of care for Patient #5 was 12/13/08.

Diagnoses included congestive heart failure
(CHF), hypertension, difficulty walking and

in the patient's condition to a registered nurse
(RN) and/or the Clinicai Director. The
RN/Clinical Director will then immediately
inform the physician of the changes in the
patient’s condition or needs and coordinate all
necessary changes in the Plan of Care with
the physician and disciplines. Changes in the
Plan of Care will be communicated to all
disciplines involved in the patient episode. In
addition, all RNs will obtain complete, specific
and accurate orders from the physician at the
start of care and as deemed necessary per
changes in the Plan of Care.

All current and future patients will benefit from
this corrective action. Patients 1,2,5 and 6
have all been discharged from home health
services.

Al clinical notes will be immediatdlye-

concurrently monitored by QA staff to ensure
that physicians have been notified for all
changes in the patient's condition. All interim
orders will be monitored/evaluated by the
Clinical Director for completeness, accuracy,
and follow-through.

The Agency has scheduled a mandatory in-
service on May 8, 2009 (See Agenda —
Attachment A), for all appropriate disciplines
on the process of notifying the RN/Clinical
Director/Physician for all changes in the
patient’s condition, as well as the
documentation and communication of these
changes in the plan of care. The Agency
plans to hold an additional mandatory in-
service during the week of May 11-15, 2009
with attendance by all disciplines documented.
This in-service will be presented by the
Clinical Director.
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G 176 Conlinued From page 26
bladder incontinence

QOn 1/22/09. the LPN documented Patient #5 had
an apen wound on the sactum. There was ne
indication the RN (or physician) was notified of
the change in condition. The LPN documented
wound dimensions {length and width) on 1/29/09,
2/15/09. 2112/092/18/08, 2/27/08. The
documentation lacked indication the RN (or
physician) was notified.

On 314109, the LPN documented patient #5's
sacrum was healed. The LPN documented the
patient had a wound (no measurements) on the
Teft upper back with bloody drainage. The skilled
nurse visit note facked documentation indicating
the RN (or physician) was notified of the new
wound.

On 3/11/09, the LPN documented Patient #5 had
a right upper back wound {(no measutements, no
mention of drainage) On 17709, the LPN
documented the patient had a wound on the right
upper back measunng "1.5 in size, 0.5 in depth
with blocdy drainage.”

Patient #6

The start of care for Patent #6 was 10/6/08,
Diagnoses included hypertension, urinary
retention, blingness and non-insulin dependent
diabetes mellitus.

After the registered nurse (RN} admitted Patient
#5, the LPN saw the patient six times. The
patient refused 10 allow the LPN o check the
blood glucose level all six times, The clinical
record lacked documentation indicating the nurse

G 176 D. The Clinical Director and the QA staff will
accomplish monitoring this corrective action.
The QA staff will review all clinical notes on a
concurrent basis. The Clinical Director will
monitor/evaluate all physician orders as well
as receiving communication from disciplines
reporting changes on the patient's condition or
needs and coordinate/document these
changes per Agency process mentioned
previously.

E. The Clinical Director wilt be responsible for
monitoring compliance of this corrective
action. The QA staff and visiting staff will
assist and report to the Clinical Director.
Compliance with this corrective action will be
reported monthly to the Pi committee.

F. Date of completion: July 19, 2009
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G 176 Continued From page 27 G 176
notified the physician of the patient’s refusals to
allow Blood glucose checks.
According to a communication note, dated 10/13
and 10/15/08, the LPN notified the director of
nursing (DON) that Patient #6 was refusing to let
the LPN check blood glucese levels. The chinical
record lacked documentation indicating the DON
notified the physician of the patient's refusals
G 177 484 30(a) DUTIES OF THE REGISTERED G177 A, The registered nurses (RNs) and licensed practical
NURSE (LPNs) nurses will immediately instruct/counsel
patients and caregivers regarding the plan of care
The registered nurse counsels the patient and zir:l ;2':’&::1 o::::sszf;diirg er;?ﬂc:t)m;. {::::{nh
: , \ \ i R
family in meeting nursing and related needs. maintenance, wound care, Foley care, pain
management etc. The goal is to assist the patient
and caregivers to achieve independent in care
This STANDARD is not met as evidenced by including return demonstrations of all treatments as
Based on clinical record review, the registered 3?&?.??3?& fiﬁ?o;:n;:::: ::rsv E'Q?ﬁiﬁﬁ?& .
m"rse‘{RNJ failed to counse! (instruct) the current and future patients will be aﬁet;ted by this
caregiver how to provide wound care for 1 of 15 corrective action.
patients {#5).
8. The QA staff will monitor all clinical notes for
- . . evidence of documentation of teaching, instruction,
Findings include: and return demonstrations regarding the patient's
neads.
Patient #5
C. The Agency has scheduled & mandatory in-service
The start of care for Patient #5 was 12/13/08. on May 8, 2008 for all appropriate disciplines (See
. . . . Agenda — Attachment A). This in-service coverad
Diagnoses included congestive heart failure. teaching/instruction and documentation of
hypertension, difficulty walking and urinary teaching/counseling of patients and caregivers. This
meontinence, in-service was presented by the Clinical Director.
The Agency plans to held the samae in-service during
. . . the week of May 11-15, 2009 with mandatory
The clinical record for Ffahem #Svcontamed an attendanc by all discipines documented.,
order dated 1/22/08 which read, "Cleanse coctyx ment
vound with normal saline, pat dry, apply D.  The QA staff will monitor all clinical notes for

Hydrogal, cover with gauze, secure with tape
every day.”

The clinical record facked documenlation
indicating the RN taught Patient #5 and/ar the

documentation of teaching/instruction and return
demonstrations of the patients and caregivers and
will report to the Clinical Director any
problemsiissues noted for immediate resolution.
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G 177 Continued From page 28 G 177 E.  The Clinical Director is responsible for ensuring that
: teaching/instructing the patient and/or caregivers is
caregiver how to care for the wound being performed for all patients/caragivers. The Clinicsi
Director will be assisted by the QA staff in monitoring all
The clinical record lacked decumentation f"mff' ;?tes f‘;rre;ifenoe Glf‘ngl o demonsirations §
it : : eaching/instructing/counzealing/return demonsirations for
indicating the iicensed practical nurse taught all pafients/caregivers. In addition, the Clinical Director
Patient #5 andfor the caregwer how {0 care for and QA staff will repart monthly to the Pi commiittee in
the wound. regards o the Agency’s compliance with this corrective
action.
. \
The clinical record lacked documentation . Dale of correction: June 19, 2000
indicaling Patient #5 andfor the caregiver were
able to return demonstrate the wound care
PIOCRSS.
484, Ti F THE R il 178 A Agency in-gervices are provided for all disciplines and
G178 NB R:;_"?éa) DUTIES O E REGISTERED G attendance is documented on a regular basis (at least
U monthly). RNs/Clinical Director will supervise and instruct
LPNs and CNA/HHASs on pattent care every 14 days and as
: T T T H needed per changes in the plan of care, and as needed by
The registered nurse participates inn-service the discinlines. Putient number 1 has aiready been
programs, and supervises and teaches olher discharged from home heafth services, however all current
nursing personnel and future patients will be affected by this corrective action.
B. The Agency will ensure compliance for supervision of LPNs,
HHAs and CNA _throughQA monitering of documentation of
This STANDARD s not met as evidenced by this supervision in the clinical records.
Based on clinical record review, the agency failed G Tne Agency has scheduled a mandatory in-service on May
to ensure the registered nurse (RN} performed 8, 2009 pg‘See Agenfla - Amachmnt A) for ail dis_f_‘iflig Eaﬁ
N o N review icies on LPN/CNA/H| SUPErvISIOn. e
supervisory visits of the Iicensed practical nurse has peen imdtnucted to monitor documentation of
{LPN]) for 1 of 15 patients {#1). LPN/CNAMHHA supervision. All RNs have been instructed
on LPNVCNA/HHA supervisory visits and documentation of
N . ) this supervision. The Clinical Director presented the in-
F'ndmgs include: service. The Agency plans to hold this same in-sefvice the
week of May 11-15, 2009 with attendance by all disciplines
Patient #1 documented.
D. Monitoring the comective action will be accomplished by QA
. staff concurrent review of clinical notes for evidence of
Tbe stant Of.cafe for Patient #1. was 6"2010,8‘ documentation of LPN/CNA/HHA supervision and instruction
Diagnoses included hypertension, congestive as needed. QA staff will report to the Clinical Director for
; i i intervention as often as necessary ot for immediate
t;‘esﬁ Jgdure and non-insulin dependent diabetes resolution of any problems/issues with non-compiiance.
’ E. The Clinical Director is responsible for monitoring

The plan of care ingicated the SN frequency was
gne lime a week for one week, two times a week
for two weeks and then, one time a week for six

weeks. The RN performed the first {start of care)
visil. The LPN saw the patient for the duration of

compliance with this corrective action. QA staff will assist
the Clinica! Director by monitoring documentation on clinical
notes for evidence of LPNCNA/HHA supervision. In
addition, the Clinical Director and QA staff will report monthly
to the Pl committee in regards to the Agenoy’s compliance
with this comective action.
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The clinicat record [acked documentation the RN
had performed a supenasony visit for the LPN.

Any therapy services offered by the HHA diractly
or under arrangement are given by a qualified
therapist or by a qualified therapy assistant under
the supervision of a quahfied therapist and in
accerdance with the plan of care.

This STANDARD is not met as evidenced by
Based on c¢hnical record review and document
revigw. the agency failed 1o ensure services of a
qualified therapist were dehwered in accordance
with the plan of care for 3 of 15 patients {#1, 3,
15).

Findings include:
Patient #1

The start of care for Patient #1 was 6/20:08.
Eragnoses included hypeartension, congestive
heart failure and non-insulin dependent diabeles
mellitus

The referral for Palient #1 was dated 6/19/08
The referral included skiled nursing (SN} and
physical therapy (PT). The PT evaluation
occurred 15 days after the nurse admitted the
patient.

Patient #1's clinical record lacked documentation
ingicating the physical therapist spoke with the
physician regarding the delay in treatment.

ey 1D SUMMARY STATEMENT OF DEFICIENCIES 1 PROVIDER'S PLAN OF CORREGTION (s
FREFIX \EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CGRRECTIVE ACTION SHOULD BE COMPLETON
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DEFICIENCY)
G 178 Continued From page 29 G178  F. Dateof completion: June 19. 2000
the certification period.

3 185 484,32 THERAPY SERVICES G185 A

Therapy services will immediately be provided
according to physician orders and plans of care.
Therapists will evaluate the patient within 72
hours of the Physician's referral. The Physician
will be notified of any deviation/delay from this
schedule and a new order for the revised plan of
care obtained from the Physician and
coordinated/documented with disciplines.
Patients 1 and 15 have already been discharged
from service. All current and future patients will
be affected by this corrective action.

When therapy services are ordered, the intake
staff will immediately schedule a therapy
evaluation. Therapists are required to notify the
Physician and Clinicat Director immediately for
any delay in service (any evaluation that is not
completed within 72 hours.) The
Therapist/Clinical Director will follow protoco! as
mentioned above.

The Agency has scheduled a mandatory in-
service on May 8, 2009 for all appropriate
disciplines (See Agenda - Attachment A). This
in-service addressed timely scheduling (within 72
hours} of Therapy evaluations. Intake staff have
been instructed to notify Therapists immediately
of new Therapy evaluations. Therapists have
been instructed to notify Physicians of any delay
or deviation in the scheduling of their initial
evaluation and document and coordinate this
communication with the Physician and involved
disciplines, as well as complete a physician order
as indicated. The Agency will repeat this
mandatory in-service during the week of May 11-
185, 2003 with attendance by all disciplines
documented.
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G 185 Continued From page 30 G 185 D.  Monitoring of this corrective action will be

Patient #3 accomplished by the intake staff and QA staff.
The QA staff will review the clinical notes and
The start of care for Patient #3 was 3/20/09 e"g"“;“"“ﬂ%’ the Therapists f°;ﬁ°mn'i'a'i:°°
Diagnoses included paralysis agitans :;ﬁ'wiﬁ"mnit‘:: ;se“;"n:ssaly sgr;e duﬁnlg o
(Parkinson's disease) and difficulty walking, Therapy evaluations and report any problems
. [ with delays immediately to the
The referral for Patient #3 was dated 3/17/09. or 1ssuss | atel .
The referral included SN. T and OT. The PT Clinical Director for appropriate intervention.
evalpation occur'red four days after th? nurse E. The Clinical Director is responsible for
admitted the patient. The OT evaluation occurred monitoring compliance with this corrective
five days aﬁer the nurse admilted the patlem action. The QA staff and intake staff will assist
i in monitoring the scheduling, documentation,
Patient #15 and reporting immediately to the Clinical
Director any problems or issues with timely

The start of care for Patient #15 was 2/24/09. scheduling of Therapy evaluations. The intake
Diagnoses included multiple sclefosis, chronic and QA staff and Clinical Director will report
ohstructive puimonary disease, hypertension and on the compliance of this corective action
insulin dependent diabetes mellitus. monthly to the Pl committee.
The referral for Palient #15 was dated 2/23/G9 D. Date of completion: June 19, 2009
The referrat included SN and PT, The PT
evaluation occurred four days after the nurse
admitied the patient.
According to the agency's Policy Section:
Assessments Patient Initial Assessmenis,
Numbe:: 3.1. effeclive 6/26/05, ... Therapies (PT.
ST. and OT) and MSW; Within 72 hours
{following receipt of initial or subsequent
referral...”

G 188 484.32 THERAPY SERVICES G188, The Agencywill improve the liaison/communication

The qualified therapist advises and consulls with
the family and other agency persennel

This STANDARD s not met as evidenced by:
Based on clinical record review, the therapist
falted to consult with agency personnel regarding

between all disciplines (Therapist, Nurses, etc.) by
mandating that communication occur at the start of care,
every 2 weeks and as needed (i.e.; change in the
patient’s condition). All disciplines will document this
communication on the clinical notes in the coordination
of care box and on the case conference forms every two
{2) weeks and as deemed necessary. Patients 8 and 15
have already been discharged from services. All current
and future patients will benefit from this corective
action.
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G 188 Continued _From page 31 G 188 The Agency will ensure compliance with this
2 of 15 patients (#8, 15) corrective action by monitoring documentation in
clinical notes by the QA staff and Clinical Director
Findings include: on a concuirent basis and intervention initiated
as needed.
Patient #8 The Agency has scheduled a mandatory in-
servic_e on May 8, 2009 for all disciplines on care
The stant of care for Patient #8 was 11/12/08. coordination and documentation of this
. e coordination (See Agenda - Attachment A). The
Diagnoses included arthrilis. difficulty watiing ang Agency ptans o hold the same in-service during
history of fails the week of May 11-15, 2009 with attendance by
all disciplines documented. This in-service will
Patient #8's clinical record contained an be presented by the Clinical Director.
occupational therapy {OT) revisit note, dated L ) .
12/31/08. On the note, the OT wrote ™ Pt M°“'t°"|'.‘9h“‘:;°g°:‘£eﬂ?°"°3 "é"'l' be |
_ ; accomplished by aff's and Clinica
{pz_ment) repa ?ed 2 fall from last n't-ght as she was Director's concurrent review of the disciplines’
trying to transfer ontc commode... clinical notes and case conference notes with
. intervention initiated as needed. The QA staff will
Patient #8's chnical record lacked documented report any problems or issues immediately to the
evidence the OT notified the registered nurse Cliinical Director for resolution. Compliance with
reqarding the fall. this corrective action will be reported on a
€9 9 monthly basis to the Pl commitiee 1.
Patient #15 The Clinical Director is responsible for monitoring
compliance with this comective action. The QA
The start of care for Pattent #15 was 2/24/09 staff will assist and report to the Clinical Director
Diagnoses included multiple sclerasis, chronic as needed, but at least weekly, for on-going
obstructive puimonary disease, hypertension and compliance. In addition, the Clinical Director and
msulin dependent diabetes metlitus QA staff will report monthly to the Pl committee in
) regards to the Agency's compliance with this
. . comrective action.
On 3/17/09, Patient #15 told the physical therapist ¢
(PT) she was afraid {o be very aclive because
activity might bring on a seizure. The chinical Date of completion: June 19, 2009
record lacked documentation indicaling the PT
spoke with the nurse regarding the patient's
concern. The Agency requires a comprehensive
G 337 484.55(c) DRUG REGIMEN REVIEW G 337

The comprehensive assessment must include a
review of 3l medicatons the patient is currently

using in order to identify any potential adverse
effects and drug reactions, including ineffective

assessment and drug regimen review to be
completed on all patients at the start of care,
resumption of care, recertification of care, and
discharge from care. The comprehensive
assessment/drug regimen is reviewed and
updated per changes in the plan of care.
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drug therapy, significant side effects, significant
drug interactions. duplicate drug therapy, ang
nonccempliance with drug therapy,

This STANDARD 15 not met as evidenced by
Based on clinical record review, the agency failed
o ensure the comprehensive assessment
included a review of all medications being used
by 1 of 15 patients (#2)

Findings include:
Patient #2

The start of care for Patient #2 was 11/11/08
Diagroses included long term current use of
anticoaguiants, deep vein thrombosts site not
specified and chronic pulmonary obstruclive
disease.

The start of care orders indicated Patient #2 was
ta receive Lovenox 100 milligrams
subcutaneously twice a day for three days and
Courmnadin 7.5 milligrams by mouth every day.

The clinical record lacked documented evidence
the SN identified potential adverse effects related
to the high doses of the two blood thinners and
placed a call to the physician for verification.
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G 337 Continued From page 32 G 337 All potential adverse effects refated to the medication

regimen are included in the start of care packet as well
as given to the patients as indicated during the episode
of care. Any problems (i.e. adverse effects) assessed
by the clinical staff are immediately reported to the
Physician for changes in the medication regimen and
Plan of Care. Patient number 2 has already been
discharged from care. All current and future patients will
benefit from his corrective action.

B. The Agency will ensure compliance for all patients
through QA monitoring of documentation of ideniification
of all adverse effects, drug reactions, ineffective drug
treatiment, significant side offects, elc. on the
comprehensive assessment and drug regiment. This
will be accomplished by the QA staff and the Clinical
Director’s initialiconcurrent review of all comprehensive
assessment of drug regimens.

C.  The Agency has scheduled a mandatory in-service on
May 8, 2009 for all disciplines on medication
documentation especially addressing potential adverse
eflects, drug reaction, ineffective drug treatment,
significant side effects, elc. (See Agenda — Attachment
A). The QA staff has been instructed to monitor the
documentation and report any problems or issues {o the
Clinical Director The Clinical Director has presented
this in-service. The Agency plans lo hold same
mandatory in-service during the week of May 11-15,
2009 with attendance by all disciplines documented.

D.  Monitoring this commective action will be accomplished by
QA staff and Clinical Director review of comprehensive
medication including initial'concurrent potential adverse
effects/drug reactions, ineffective drug therapy,
significant side effects, etc. documentation and QA
review of the plan of care by the Clinical Director.

E.  The Clinica Director is responsible for monitoring
compliance with this comective action. The QA staff will
assist and report 1o the Clinical Director. In addition, the
Clinical Director and QA staff will report monthly to the
P1 commities in regards to the Agency's compliance with
this corrective action.

F.  Date of completion: June 19, 2009
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